
SOUTH DAKOTA BOARD OF NURSING 
4305 S. Louise, Avenue, Suite 201 

Sioux Falls, SD 57106-3115 
Nurse Aide Registry Update 

 
 
INSTRUCTIONS 

 If you are reporting only a name and/or address change, complete Section A and sign this form at the 
bottom. 

 If you are reporting a change in employment, complete Section A and B and sign this form at the 
bottom. 

 If you are reporting termination of employment with no new employment, complete Sections A and C 
and sign this form at the bottom. 

 

SECTION A 
APPLICATION INFORMATION 

Certification #: A_______________________________________________________________
 
_____________________________________________________________________________________ 
Social Security Number    Legal Name (Last, First, Middle) (No Initials) 
_____________________________________________________________________________________ 
Current Address     City, State, Zip Code 
 
Check if appropriate: 
The information provided above reflects a change in       ______  Name  ______ Address 
 

SECTION B 
PRESENT EMPLOYMENT 

 
Provide the following information regarding your present employment. 
 
_____________________________________________________________________________________ 
Name of Nursing Facility/Agency 
_____________________________________________________________________________________  
City     Employment Start Date (Month/Day/Year) 
 
Administrator or Director of Nursing completes the following information: 
 
I verify that this individual is presently employed in the above-named nursing facility. 
 
__________________________________                  ___________________________________________  
Administrator or Director of Nursing  Signature   Date 
 

SECTION C 
EMPLOYMENT 

 
Provide the following information regarding your most recent employment as a nurse aide. 
 
______________________________________________________________________________________  
Name of Nursing Facility/Agency     City 
______________________________________________________________________________________  
Start Date (Month/Day/Year)    End Date (Month/Day/Year) 
 
I certify that the above information is true and correct. 
 
____________________________________                    _________________________ 

Signature     Date 
 

PLEASE MAIL TO: SOUTH DAKOTA BOARD OF NURSING 
   4305 S. LOUISE AVENUE, SUITE 201 
   SIOUX FALLS, SD 57106-3115 
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